Introduction
Inflammatory aneurysms of the abdominal aorta (IAAA) are specific entities with characteristic pathologic findings. The first description of an inflammatory aortic aneurysm was given by Walker et al. in 1972,1 who described a thickened aortic wall with diffuse adhesions to the surrounding tissues and viscera.
We report a case of an inflammatory aneurysm contaminated with Salmonella dublin.
Case Repo~
A 66-year-old man was admitted with postprandial abdominal pain, nausea, vomiting, anorexia and night sweating. He also gave a history of intermittent claudication in the left leg and had a pretibial leg ulcer on the same side. He was a heavy smoker. Physical examination revealed a pulsatile tender abdominal mass and a paraumbilical arterial bruit extending to both femoral arteries. Investigations revealed a sedimentation rate of 90 after 1 h, a C-reactive protein of 12.6 mg/dl (normal < 0.5 mg/dl), and moderate renal insufficiency. Ultrasonography confirmed the presence of an infrarenal, fusiform abdominal aortic aneurysm, 10 cm long with a maximum diameter of 5.5 cm. Little intraluminal thrombus was seen. At emergency laparotomy the aneurysm was found to be of the inflammatory type involving the duodenum, gallbladder and left ureter. There was some free intraperitoneal serous fluid. Gram stain of Please address all correspondence to: S. Reher, Ispralaan 59, B-2400 MOL, Belgium. the fluid showed no bacteria. There was no retroperitoneal haematoma. Since there was a suspicion of suprarenal extension and no clear signs of rupture, the abdomen was closed. With the patient still under anaesthetic, aortography and abdominal CT-scan were performed. These examinations showed the aneurysm to be infrarenal, with extensive inflammatory thickening of the wall (Fig. 1) . A conservative approach was adopted, using prednisolone 5 mg twice a day to reduce the periaortal fibrosis and to make subsequent operation easier but on the third postoperative day the patient developed hypovolaemic shock with extreme pallor of both legs and paraplegia. At laparotomy, a large right-sided retroperitoneal haematoma was found. The neck of the aneurysm was controlled at the level of the renal arteries and a bifurcated 18/9 mm coated Dacron prosthesis (Gelseal) inserted.
The results of the blood cultures taken at the first operation showed Salmonella dublin (Group D) biotype 4704550. The patient was treated with cefazoline 4 × 1 g per day intravenously. One week after aortic repair the patient developed night fevers of 38.5°C. Since cultures of sputum and urine were negative, prosthetic infection was suspected. Gallium scintigraphy showed no tracer concentration in the area of the prosthesis, and intravenous DSA showed no signs of pseudoaneurysm. CT scanning showed a large haematoma in the right hypochondrium which was evacuated through a right retroperitoneal approach to be unlikely because of the absence of microorganisms in IAAA. Only one case of an IAAA complicated by infection with Campylobacter fetus has been published, s Escape of lymph from ruptured periaortic lymphatics with aneurysm enlargement may initiate inflammation and subsequent fibrosis of inflammatory aneurysms. 9 A recent immunological theory suggests the presence of antibodies against ceroid, a by-product of the lipoprotein oxidation in atherosclerotic plaques. When it comes into contact with the circulation it may initiate an inflammatory process. 1°'11 Rupture is less common than in classic atherosclerotic aneurysms, although it did occur as in our patient. Rupture is mostly found through the posterior wall which is often less involved in the fibrotic process in contrast to true retroperitoneal fibrosis which involves the whole circumference. ~2"~3 The role of steroids is controversial. 14 
